Case 1: Mr X was diagnosed as a case of non-STEMI and old MI (Inferior) and coronary angiogram revealed -LMCA: Normal, LAD: Normal, D1-Large caliber vessel, 90% proximal stenosis, LCX: Normal and RCA: 100% proximal stenosis. Both right and left femoral arteries were cannulated, JR 6F guiding catheter was engaged in RCA and JL 5F diagnostic catheter was engaged in LAD. ACS intermediate wire was crossed successfully through CTO lesion by dual injection technique and predilated the lesion by Ryujin 1.5x15mm and Saphier 2.0x 20mm. Then Stents (Coflexus 3.5x 36mm at 14 ATM and Cinatra 3.5x 16mm at 14 ATM) were deployed. There was no residual stenosis and TIMI 3 flow achieved. Case 2: Mr Y was diagnosed as a case of unstable angina and old MI (Anterior) and coronary angiogram revealed -LMCA: Normal, LAD: 100% lesion at mid part, LCX: Dominant, 80-90% lesion at its distal part and RCA: Non-dominant and normal. Right femoral artery was cannulated and XB 6F 3.0 guiding catheter was engaged in LAD. ACS intermediate wire was crossed in distal LAD and predialted by Ryujin 1.5x15mm. Then disater was happened and perforation in mid LAD was visualized. Immediate pericardiocentesis was done and ballon was inflated at high pressure at proximal LAD. Then send the patient to OT for CABG. So, We conclude that Bi-femoral approach and dual injection techniques are safe, effective and less expensive.
